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Goal 
 
The goal of this blueprint is to provide those interested in promoting tobacco-use 
cessation with objectives and strategies that will improve health and reduce tobacco-
related illness and death by implementing evidence-based clinical and community 
recommendations shown to be effective. 
 
 
Background 
 
Tobacco dependence is a chronic disease and treatment will require a commitment by a 
variety of groups and organizations, including but not limited to: clinicians, clinics, 
health systems, policymakers, insurers, health care purchasers, researchers, health-
funding organizations, consumers, and community leaders.   In November 2000, the U.S. 
Department of Health and Human Services (DHHS) published the national health 
objectives for the year 2010 -- Healthy People 2010 (DHHS, 2000). There are 21 national 
health objectives related to tobacco use, covering tobacco use in population groups, 
cessation and treatment, exposure to secondhand smoke, and social and environmental 
changes.  In addition, Healthy People 2010 has identified that reducing tobacco use is one 
of the 10 Leading Health Indicators for the Nation with a goal to improve the health of 
the U.S. population by reducing cigarette smoking by adults from 24 percent to 12 
percent by 2010. Cessation efforts are an important part of a comprehensive approach to 
tobacco control.  To reduce mortality related to tobacco use and achieve the Healthy 
People 2010 goals for the Nation, it is critical to help smokers quit.   
 
These national objectives on tobacco use for 2010 are a call to action. The need to 
increase cessation activities to accomplish these objectives has been supported by 
findings from multiple organizations: 
  
• American Cancer Society (Byers et al., 1999) found that reducing cancer incidence by 

25 percent and cancer mortality by 50 percent by the year 2015 would require 
redoubling efforts to reduce smoking and other known cancer risk factors by 2005;  
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• Centers for Disease Control and Prevention (CDC, 1994) found that nearly 70 percent 
of smokers want to quit smoking; and  

 
• Committee on Clinical Preventive Services Priorities (Coffield et al., 2001) found that 

tobacco cessation counseling was the highest-ranked preventive service for adults 
with the lowest delivery rate by clinicians.   

 
The likelihood of increasing cessation success has been improved by the recent 
publication of two sets of guidelines developed by DHHS that provide a roadmap of 
evidence-based strategies for tobacco cessation: 

 
1. Treating Tobacco Use and Dependence. Clinical Practice Guideline, published by 

the U.S. Department of Health and Human Services, Public Health Service (Fiore et 
al., 2000).                                                                                                                                                      

 
2. Strategies for Reducing Exposure to Environmental Tobacco Smoke, Increasing 

Tobacco-Use Cessation, and Reducing Initiation in Communities and Health-Care 
Systems. A Report on Recommendations of the Task Force on Community 
Preventive Services, U.S. Department of Health and Human Services, Centers for 
Disease Control and Prevention (CDC, 2000). 
 

Each of these guidelines identifies effective cessation interventions and makes specific 
recommendations on how to use them.  A remaining challenge is to promote the 
diffusion, dissemination, and implementation1 of these recommendations and promote 
interventions that: encourage current tobacco users to quit; support individuals trying to 
quit; and protect from relapse individuals who have quit using tobacco.  If the evidence-
based recommendations in these guidelines are implemented widely, significant progress 
will be made towards a healthier future. 
 
Recognizing the unequal burden of tobacco-related diseases, particularly among low 
income and underserved populations, the blueprint goals and objectives encompass the 
overarching priority of eliminating smoking-related health disparities. 
 
 
Purpose 
 
The blueprint has been developed as a consensus document to: 
 
• Help health plans and tobacco-use cessation programs build the strongest possible 

multilevel efforts to support cessation;  
 
• Reflect common goals and objectives among concerned national, state, and local 

organizations and individuals that fund or support such efforts; and 
                                                           
1 In this document, diffusion is defined as a passive, unplanned spread of new ideas; dissemination is 
defined as a planned and active approach to the diffusion of new ideas; and implementation means putting 
the ideas that are diffused and disseminated into practice (Rogers, 1995).   
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• Mobilize and guide concerted, coordinated action for funding and other activities 

related to tobacco-use cessation. 
 
The audience for this Blueprint is any individual, organization, or entity that seeks 
guidance on how to implement evidence-based tobacco-use cessation recommendations. 
 
The following agencies and organizations worked together to develop this blueprint:  
 
• Agency for Healthcare Research and Quality  
• American Cancer Society 
• American Legacy Foundation 
• Centers for Disease Control and Prevention  
• Center for Medicare and Medicaid Services 
• Health Resources and Services Administration 
• National Cancer Institute 
• National Heart Lung and Blood Institute 
• The Robert Wood Johnson Foundation 
• Substance Abuse and Mental Health Services Administration 
 
The agencies and organizations expect that additional partners will help implement these 
strategies and that the cessation collaboration will serve as a model in other areas of 
tobacco control, such as tobacco-use initiation and environmental tobacco smoke, and 
that these activities will be coordinated with other cessation activities, especially those 
outlined in the Youth Tobacco Cessation Collaborative’s National Blueprint for Action 
and those planned by The National Partnership to Help Pregnant Smokers Quit.  In 
addition, draft blueprint objectives were shared with tobacco control stakeholders, 
researchers, advocates, and clinicians through a concept mapping process (Trochim, 
1989).  This process solicited and ranked strategies to achieve the blueprint goals and 
objectives.  Additional comments were also sought and obtained from individuals and 
organizations committed to tobacco dependence treatments. 
 
 
Guiding Principles 
 
Six key principles guide this national blueprint: 
 
1. The blueprint uses the best scientific evidence currently available on clinical and      

community strategies to increase tobacco-use cessation in the United States.  
 
The knowledge bases for this blueprint are recommendations provided in the two 
DHHS guidelines. The guidelines represent the best currently available evidence. In 
the absence of specific findings for particular populations or settings, systems and 
clinicians are urged to incorporate the general guidelines’ recommendations as they 
develop population or setting-specific tools, strategies, and practices.  Moreover, 
within this blueprint, “clinicians” is intended to include, but not be limited to, 
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physicians, nurses, psychologists, physical, occupational and respiratory therapists, 
substance abuse counselors, social workers, and other allied health professionals.  
“Health care systems” is intended to include, but not be limited to, clinics, hospitals, 
health care purchasers, community health programs, substance abuse treatment 
programs, and mental health delivery systems. The blueprint will evolve as the 
guidelines are updated and as blueprint outcomes are reassessed. 

 
2. Coordinated efforts of multiple parties (public and private) will be needed to reach 

the blueprint’s goal and objectives. 
 
The agencies and organizations that developed this blueprint are committed to 
working together and inviting others to join them. Successful implementation of the 
blueprint will necessitate engaging other stakeholders including, but not limited to: 
clinicians and clinic staff, health care systems, employers, health care purchasers, 
insurers, community leaders, policymakers, and consumers.  Each partner should 
invest time and resources to implement the tobacco-use cessation strategies outlined 
in this blueprint.   

 
3. Reaching the blueprint goal will require eliminating barriers and facilitating changes. 
        

Evidence suggests that individuals and systems fail to adopt recommendations due to 
internal and external barriers such as lack of awareness, fear of inefficacy, failure to 
identify sources of community and systematic support, a belief that the 
recommendations are not relevant, lack of time, and lack of funding (Cabana et al., 
1999).  To facilitate change, barriers relevant to the specific person or system must be 
identified, and appropriate strategies must be crafted to eliminate them. Success will 
require capitalizing on the demand that already exists for tobacco-use cessation 
interventions.  Moreover, both individual behavior changes and system changes must 
be addressed through effective, multi-component strategies that are sustained over 
time.  These changes should include addressing consumer barriers including social, 
cultural, and system characteristics that lead to health disparities.  Finally, to best 
achieve the desired changes, strategies must be coordinated. 

  
4. The best available dissemination techniques should be used to successfully implement 

the blueprint strategies.  
 

Implementing the blueprint’s evidence-based tobacco-use cessation strategies will 
require understanding dissemination theory and science.  Whenever possible this 
theory will guide efforts to refine and implement the strategies.  For example:   

 
• A review of efforts to disseminate clinical guidelines suggests that 

implementation is more likely to occur if messages are integrated and delivered at 
multiple times and in multiple ways (Davis and Taylor-Vaisey, 1997).  
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Strategies that have been shown to be consistently effective include two or more 
elements such as education, feedback, reminders (manual or computerized), local 
consensus processes, and marketing (Bero et al., 1998). 

• 

 
Implementors should seek evidence of effectiveness of particular dissemination 
strategies or models, borrowing when necessary from a variety of disciplines 
including organizational theory, communication science, health services research, and 
policy research. 

 
5. Implementation must be evaluated to ensure that blueprint objectives are met. 
 

Two types of evaluation are needed: evaluation of individually implemented blueprint 
strategies and evaluation of progress towards objectives.  Program evaluation and 
evaluation research, where appropriate, should encompass standards of utility, 
feasibility, accuracy, and propriety.  
 

6. Research to identify more effective tobacco-use cessation interventions, and methods 
for disseminating them, should be supported. 

    
This blueprint is based on the best scientific evidence currently available, but it will 
evolve with continued research. The collaborators should seek to increase the 
knowledge base of both tobacco-use cessation interventions and effective 
dissemination methods.  Research to increase understanding of consumers (e.g., 
smokers and ex-smokers) and identify consumer preferences, needs and interests 
related to cessation is essential.  In addition, research is needed on: the development 
of innovative interventions; how to best implement tobacco-use cessation 
interventions with underserved populations; and new ways to combine effective 
intervention components.  Specific areas for future research are identified in the 
Public Health Service Clinical Practice Guideline Treating Tobacco Use and 
Dependence and the Report on Recommendations of the Task Force on Community 
Preventive Services Strategies for Reducing Exposure to Environmental Tobacco 
Smoke, Increasing Tobacco-Use Cessation, and Reducing Initiation in Communities 
and Health-Care Systems.  

 
 
Objectives and Strategies 
 
To guide dissemination and implementation and to facilitate evaluation, the blueprint has 
established a series of objectives and strategies for the year 2005 for four areas:   
 
1. Clinicians 
2. Systems 
3. Consumers/Tobacco Users 
4. Communities 
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When numerical objectives are used in the blueprint, the intent is to double the current 
state by the year 2005 to create sufficient change in order to achieve the Healthy People 
2010 objectives. 
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Objectives and Strategies:  Clinicians 
 
 
Objective 1: Increase the utilization of the 5 A’s (Ask, Advise, Assess, 
Assist, and Arrange) for treating tobacco dependence as defined in the U.S. 
Public Health Service (PHS) Clinical Practice Guideline (Fiore et al., 2000).  
Specifically: 
 
• Increase to 100 percent the proportion of patients who are asked about their tobacco-

use status and have it documented at every clinic visit. 
 
• Increase to 90 percent the proportion of tobacco-using patients who are advised to 

quit and who are assessed for readiness to quit at every clinic visit. 
 
• Increase to 75 percent the proportion of tobacco-using patients willing to make a quit 

attempt who are assisted (including counseling and medication) with that effort. 
 
• Increase to 50 percent the proportion of tobacco-using patients attempting to quit for 

whom followup contact is arranged. 
 

Strategies: 
 

¾ Promote the implementation of clinical practices (inpatient and outpatient) that 
support and provide tobacco-use treatment. 

 
¾ Promote the adoption of evidence-based reminder systems within clinical settings 

(inpatient and outpatient). Obtain buy-in from systems and insurers and their 
quality control organizations to encourage/support clinician or intake personnel 
identification of tobacco use. 

  
¾ Promote curriculum changes in health care professional schools to provide 

clinicians-in-training with the skills necessary to deliver evidence-based tobacco 
dependence treatments. 

 
¾ In combination with systems changes (such as reminder systems), provide and 

promote continuing educational programs to ensure that clinicians have the skills 
necessary to deliver and promote evidence-based tobacco dependence treatments.   

 
¾ Provide clinician education on and promote the clinical use of appropriate tobacco 

dependence treatment and billing codes. 
 
¾ Encourage clinicians to develop, within their clinical settings (inpatient and 

outpatient), systems that prompt and facilitate guidelines-based treatments for 
tobacco dependence at every patient visit. 
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¾ Encourage clinicians to work collaboratively within the clinical setting (inpatient 
and outpatient) and across disciplines to coordinate the delivery of tobacco 
dependence treatments for smokers. 

 
¾ Develop and disseminate evaluation measures to assess clinician provision of 

PHS recommended advice and assistance. 
 
¾ Integrate clinical cessation services with community resources.  
 

 
Objective 2:  Increase the use of evidence-based tobacco dependence 
counseling and medication in multiple settings.  Specifically:  
 
• Increase to 75 percent the proportion of clinical settings (inpatient and outpatient) that 

provide brief and comprehensive tobacco dependence counseling and medication.  
 

Strategies: 
 
¾ Work with publicly and privately funded entities to encourage the use of 

evidence-based tobacco dependence treatment tools and services as a part of 
routine care for those applying for funding to provide clinical services. 
 

¾ Encourage publicly and privately funded clinical settings (inpatient and 
outpatient) to document the use of evidence-based cessation practices through 
quality evaluation techniques. 
 

¾ Include tobacco dependence treatment as a performance measure (e.g., 
credentialing and accrediting) in clinical settings (inpatient and outpatient).  
 

¾ Encourage clinicians to implement best practices by promoting achievable 
benchmarks for tobacco dependence treatment. 

  
 
Objective 3:  Increase research into clinical strategies for treating tobacco 
dependence.  Important topics of research include: 
 
• Improving the effectiveness of current clinical treatment. 
 
• Developing more effective clinical treatments for tobacco dependence. 
 

Strategies: 
 
¾ Promote requests for proposals and program announcements for research into 

improving current treatments for tobacco use, developing more effective 
treatments for tobacco use, and developing effective treatments for youth and 
special populations. 

 9



 
¾ Promote requests for proposals and program demonstrations for research about 

cessation interventions in various clinical and nontraditional settings.  
 

¾ Promote research to evaluate both the efficacy and effectiveness of interventions.  
 

¾ Promote research into the cost-effectiveness of tobacco treatment implementation 
in a variety of settings. 
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Objectives and Strategies:  Systems  
 
 
Objective 1: Integrate evidence-based tobacco-use treatments into the 
regular health care delivery systems for all patients. 
 
• Increase the use of reminder systems to identify and document tobacco use status for 

all patients at every clinic visit (except for adults who have never used tobacco or 
have not used tobacco for many years). 

 
Strategies: 

 
¾ Meet with leadership of large health care delivery systems to obtain buy-in and 

promote the use of reminder systems in clinical settings (inpatient and outpatient). 
 
¾ Develop and disseminate effective models for integrating reminder systems into 

diverse health care systems. 
 
¾ Provide mechanisms for skill building and sharing of information about 

integrating reminder systems into diverse health care systems. 
 
¾ Promote the establishment of reminder systems in clinical settings (inpatient and 

outpatient) by obtaining buy-in from accrediting organizations (such as Joint 
Commission on Accreditation of Healthcare Organizations [JCAHO], National 
Committee for Quality Assurance [NCQA]), health care purchasers, and insurers. 
 

• Increase to 75 percent the proportion of health care settings that provide evidence-
based treatments for their patients who use tobacco. 

 
Strategies: 

 
¾ Develop and disseminate successful models and tools to create systems-level 

changes (such as best practice models including utilization of diverse staff for 
tobacco dependence treatments, provider feedback).  

 
¾ Promote technical assistance to help managed care organizations implement 

systems changes to promote effective tobacco dependence treatment strategies 
(e.g., reimbursement, reminder systems, and the collection and dissemination of 
tobacco-related cost data). 

 
¾ Implement an expanded measure to evaluate the provision of tobacco dependence 

treatments, including counseling and medication, delivered in the health care 
systems (e.g., NCQA sponsored Health Plan Employer Data and Information Set 
[HEDIS]). 
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¾ Promote clinician reimbursement for the delivery of evidence-based tobacco 
dependence treatments and the inclusion of these treatments among the defined 
duties of clinicians in the following ways: 

    
• Meet with leadership of large health care delivery systems to promote 

clinician reimbursement for tobacco dependence treatments. 
 

• Disseminate successful models for clinician reimbursement. 
 

• Provide mechanisms for skill building and sharing of ideas. 
 

Promote policies for inpatient and outpatient clinical settings that support and provide 
tobacco dependence treatments for all patients. 

• 

 
Strategies: 

 
¾ Develop and disseminate successful models and tools for systems to promote the 

delivery of tobacco dependence treatments (e.g., using appropriate tobacco 
dependence treatment and billing codes on forms, entering them into 
administrative databases, and providing staff training). 
 

¾ Develop and disseminate successful models for promoting tobacco dependence 
treatment policies in diverse health care systems. 

 
¾ Collaborate with health professional organizations and academies to obtain their 

endorsement of evidence-based tobacco dependence treatments. 
 
 

Objective 2: Increase the proportion of health care delivery systems that 
make evidence-based tobacco dependence treatments delivered through 
multiple formats (individual, group, telephone-based counseling) readily 
available. 
 

Strategies: 
 

¾ Develop and disseminate models for promoting the use of multiple formats of 
delivering tobacco dependence treatments in various health care systems.  

 
¾ Work to ensure that funding for tobacco dependence treatments in health care 

systems includes treatments delivered through a variety of evidence-based 
formats.  

 
 
Objective 3: Effectively integrate clinical tobacco dependence treatments 
with State and local cessation resources (e.g., quitlines, media campaigns, 
worksites). 
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Strategy: 
 
¾ Develop and disseminate successful models for the integration of clinical tobacco 

dependence treatments and community resources, including quitlines. 
 
 
Objective 4: Decrease out-of-pocket costs for evidence-based tobacco 
dependence treatments (counseling and medication) for the insured and 
uninsured. 
 

Strategies: 
 
¾ Promote coverage of evidence-based tobacco dependence treatments in the 

private sector through the development and dissemination of successful models of 
coverage by working with professional organizations, trade organizations, labor 
unions, insurers, health care purchasers, and business coalitions. 
 

¾ Promote coverage of evidence-based tobacco dependence treatments in the public 
sector through information sharing among systems and the development and 
dissemination of successful models of coverage. 
 

¾ Promote the delivery of evidence-based tobacco dependence treatments for the 
uninsured and underinsured through innovative programs (e.g., quitlines, special 
funds, and grants). 
 

¾ Promote models and strategies used by successful implementors in the private and 
public sectors. 
 

¾ Identify key opinion leaders/stakeholders to work to obtain buy-in and promote 
comprehensive coverage for tobacco dependence treatments within the managed 
care, indemnity, Federal, and State health care systems. 

 
¾ Monitor trends in the level of coverage for services nationwide. 

 
¾ Develop and disseminate successful models to educate providers, purchasers, and 

consumers about the coverage options available to them. 
 
 

Objective 5: Increase research into systems strategies for treating tobacco 
dependence.  Important topics of research include:  

Dissemination and implementation of evidence-based tobacco dependence treatments 
into health care delivery systems. 

• 

• 
 

Innovative evidence-based system strategies that promote the universal availability 
and utilization of tobacco dependence treatments. 
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Identification of systems and organizations that may promote the availability and 
utilization of tobacco dependence treatments to the uninsured. 

• 

• 

• 

 
Impact of integrating multiple cessation services. 

 
Understanding the effects of individual system interventions. 

 
Strategies: 

 
¾ Promote requests for proposals and program announcements for research about 

insurance coverage for treating tobacco dependence and its impact on cessation 
and the impact of cessation on health care utilization.  

 
¾ Promote requests for proposals and program announcements for research about 

clinician reimbursement for the delivery of tobacco dependence treatments and its 
impact on cessation. 

 
¾ Promote requests for proposals and program announcements for research about 

consumer utilization of insurance coverage for tobacco dependence treatments. 
 
¾ Promote research with and within State, community, and other systems to 

determine effective strategies for the dissemination, coverage, and 
implementation of tobacco dependence treatments. 

 
¾ Promote research with and within the business community to determine the most 

effective strategies for dissemination and implementation of smoking cessation 
coverage for tobacco dependence treatments and the utilization of provided 
coverage/benefits. 
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Objectives and Strategies:  Consumers/Tobacco Users  
 
 
Objective 1: Increase to 40 percent annually the proportion of smokers who 
use evidence-based techniques while making a serious2 quit attempt.  
 

Strategies: 
 
¾ Promote the use of evidence-based communication interventions (e.g., media 

campaigns proven to be effective in increasing consumer demand for evidence-
based cessation) to increase smokers' motivation and self-efficacy related to 
quitting and to increase awareness of what products, techniques, and services 
have been shown to be effective or ineffective. Provide information about 
accessing effective methods.  

 
¾ Motivate smokers who are willing to quit to ask their health care providers (and 

clinic, health care plan, employer/union benefits managers) for proven cessation 
services and benefits. 

 
¾ Involve smokers/ex-smokers (including demographically and culturally diverse 

populations) in the design/redesign of cessation products and services to make 
them more acceptable and effective. 

  
 

Objective 2.  Increase to 10 percent annually the number of smokers who 
are trying to quit who stay abstinent for a full year or longer. 
 

Strategies: 
 

¾ Increase the use of evidence-based cessation techniques proven to result in 
sustained cessation.  See Objective 1 above. 

 
¾ Work with health care systems to provide ongoing support for relapse prevention. 
 
¾ Work to identify and implement policy and environmental changes that will 

support individuals in their cessation attempts.  Related strategies can be found 
under Objectives and Strategies:  Communities. 

 
 
 
 
 
 
 

                                                           
2 Serious is defined as quitting for 24 hours or more. 
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Objective 3: Increase research into strategies for promoting tobacco-use 
cessation among consumers.  Promote research that will: 
 
 Strategies: 
 
¾ Support market analysis and evaluation to increase understanding of what creates 

barriers to seeking and using cessation services, how to empower smokers to seek 
proven cessation services and benefits (including destigmatizing cessation 
services), and how to develop culturally and linguistically appropriate strategies 
and materials. 

 
¾ Identify ways to motivate consumers to become advocates for increasing the 

availability of proven cessation services and supportive policies by designing 
market research and exploring “lessons learned” from advocacy efforts in other 
fields, e.g., breast cancer.  Consumers may include smokers, ex-smokers, victims 
of tobacco-caused disease, and their families. 

 
¾ Update and refine statistical evidence of the proportion of smokers using 

evidence-based cessation methods. 
 
¾ Identify and promote successful quitting maintenance/relapse prevention 

strategies. 
 
¾ Identify the barriers ex-smokers encounter.  These barriers may vary during 

different stages of maintenance and among different population groups. 
 
¾ Explore the effectiveness of enhancing rewards and incentives for sustained 

abstinence, e.g., reduced insurance rates. 
 
¾ Identify effective ways to harness the experience of ex-smokers to support 

smokers in their cessation attempts. 
 
¾ Study the impact of potential reduced exposure products on cessation.  
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Objectives and Strategies:  Communities 
 
 
Objective 1: Objective to use evidence-based strategies to increase 
consumer cost consistent with Healthy People 2010—final language 
pending. 
 

Strategy: 
 
¾ Evidence-based strategies to increase consumer cost consistent with Healthy 

People 2010—final language pending. 
 

  
Objective 2: Increase the proportion of States/territories implementing 
effective3 mass media campaigns as part of multi-component tobacco 
control programs. 
 

Strategies: 
 
¾ Promote effective mass media campaigns as a component of comprehensive 

tobacco prevention and control programs, nationally and in States and territories.  
 

¾ Promote the development and use of guidelines for developing effective mass 
media campaigns.  

 
¾ Promote the use of mass media campaigns to increase consumer demand for 

evidence-based cessation resources. 
 

¾ Identify mass media campaign models/campaign components (messages, 
materials, research, and evaluation reports) that have demonstrated their 
effectiveness in adult cessation and promote their use by States and territories. 
 

¾ Promote mechanisms for counteradvertising campaign managers to build skills 
and share information. 

 
¾ Promote the development and dissemination of standard evaluation measures for 

assessing media campaigns. 
 
 
 
 
 

                                                           
3 Effective is defined as paid counteradvertising campaigns that utilize messages developed through 
formative research and are sufficient in reach, frequency, and duration (6 months or longer). 
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Objective 3: Increase to 85 percent the proportion of the U.S. population 
having access to effective4 telephone support (quitlines) for tobacco 
cessation. 
 

Strategies: 
 
¾ Identify models of effective quitlines and promote their use by States. 

 
¾ Encourage quitline managers to incorporate evidence-based strategies into their 

initiatives. 
 

¾ Promote the development, operation, and marketing of quitlines so that they are 
widely accessible across all socioeconomic, racial/ethnic, gender, disability and 
geographic groups. 
 

¾ Promote the development of effective strategies for integrating quitline activities 
with other clinical and community tobacco dependence treatment initiatives. 
 

¾ Promote the development and implementation of effective strategies to increase 
quitline use, particularly among States with existing quitlines. 
 

¾ Encourage public/private partnerships to provide quitline access to residents of 
States that currently do not have quitline service.    
 

¾ Promote the development and dissemination of standard evaluation measures for 
quitlines. 
 

¾ Promote the evaluation of the effectiveness of quitlines through assessment of 
quitline reach (extent of use by specific populations), quit rates, quality control, 
and coordination with media campaigns. 
 

¾ Encourage a mechanism for skill building and information sharing among quitline 
managers. 

 
 
Objective 4: Motivate insurers, health care purchasers, and employers to 
cover and reimburse effective cessation services as well as reduce or 
eliminate patient payments for effective cessation therapies. 
 

Strategies: 
 

¾ Further the education of policymakers, opinion leaders, and other stakeholders to 
promote the reduction or elimination of patient payments for effective cessation 
therapies. 

                                                           
4 Effective is defined as a comprehensive pro-active telephone program that is accessible to the population 
and includes the provision of patient cessation materials. 
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¾ Encourage dialogue between successful implementors in public and private 

sectors and interested public and private agencies and organizations. 
 

¾ Promote the development and dissemination of models for quality improvement 
and evaluation. 

 

¾ Promote the creation of grassroots support for reimbursement of tobacco-use 

treatments. 

 

Objective 5:  Increase research into community strategies to promote 
tobacco-use cessation.  Promote research that will: 
 
 Strategies: 
 
¾ Explore the salience of disseminating different types of data (e.g., cost elasticity 

between unit price increases and consumption) to inform policymakers, opinion 
leaders, and other stakeholders regarding increases in tobacco prices. 

 
¾ Explore mass media approaches to adult cessation that could be effective among 

culturally diverse groups, e.g., family-focused approaches. 
 
¾ Explore the use of mass media to increase consumer demand for access to 

cessation resources and services. 
 
¾ Improve the effectiveness of behavioral and other interventions, including 

telephone and Internet cessation support systems. 
 
¾ Explore the effects of the dissemination of cost, cost effectiveness, and return on 

investment data on cessation coverage and reimbursement decisions by insurers, 
employers, and health care purchasers. 

 
¾ Explore the impact that worksite/employer interventions (e.g., smoke-free 

workplaces, worksite cessation programs) have on promoting tobacco use 
cessation. 
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Evaluation 
 
Rationale 
 
For this blueprint to be effective, evaluation must be an integral component of any 
initiatives, including whether the objectives are being met.  If the objectives are not being 
met, changes in strategies may need to be considered, such as looking at the quality and 
effectiveness of the dissemination components, as well as encouraging health care 
systems to assess traditional measures of quality in health care--structures of the health 
care system, processes of care, and health care outcomes--as they relate to tobacco-use 
cessation. 
   
The evaluation will also provide timely feedback for continuous quality improvement.  
This will enable the collaborators, as well as each of the partners, to assess the 
performance of individual programs and to evaluate the impact of the blueprint as a 
whole.  Stakeholders should design evaluations that document the effectiveness, 
outcomes, impact, and cost effectiveness of the various blueprint dissemination 
initiatives. 
 
Guiding Principles 
 
The evaluation must be: 
 
• Feasible. It should be reasonable in scope and manageable.  
 
• Clear on its intended use.  It is intended to judge the effectiveness of the 

implementation process and to improve this process, not to provide accreditation to 
health care systems or to serve as a regulatory body. 

 
• Cost-efficient.  It should capitalize on efficiencies where possible; particularly 

evaluation measures, systems, and tools that are already in place.  
 
• Multi-component. Because of the inherent complexity of the initiatives, no single 

evaluation approach can suffice.  The partners must use multiple approaches: 
quantitative and qualitative; experimental and correlational; formative and 
summative.  The emphasis should be on developing a plan that assesses the variety of 
initiative activities, products, and outcomes. 

 
• Collaborative. The evaluation should be collaborative and incorporate the input of 

varied disciplines and perspectives.  Development of an evaluation should itself be 
considered a central component of the various initiatives, and should embody the 
collaborative principles that are central to the blueprint. 

 
• Rigorous. The quality of evaluation measures should be carefully assessed.  
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• Flexible.  The evaluation process and tools should be dynamic, and new methods, 
perspectives, tools, and targets should be continually incorporated into the process, as 
needed, and outmoded ones must be removed. 
 

Evaluation Strategies 
 
Strategy 1.  Promote the implementation of an environmental scan to identify existing 
evaluation activities, methods, and tools; promote the implementation of a critical 
appraisal to identify “best practice” and identify need to develop new methods/tools. 
 
Strategy 2.  Promote the creation of evaluation standards for use within the collaboration 
and by others involved in cessation-related activities, and promote their use. 
 
Strategy 3.  Promote the creation and coordination of a network linking evaluation 
activities (community, State, Nation). 
 
Strategy 4.  Promote the creation of an evaluation feedback and analysis system to 
evaluate progress toward blueprint goals and objectives and periodically reassess 
strategies and activities, including evaluation activities. 
 
Strategy 5.  Promote the development of a national data management system that brings 
together existing and new summative data for analysis, provides access for all 
stakeholders for their own use, and provides systematic feedback to cessation programs. 

 
 

Building and Maintaining Collaboration 
 
Guiding Principles 
 
To promote the implementation of the blueprint objectives and strategies, a tobacco 
cessation collaboration should be created.  The collaboration will be comprised of 
members who are experts in evidence-based tobacco-use cessation and are committed to 
the dissemination of those recommendations.  The four guiding principles that follow 
provide a basis for building and maintaining the tobacco cessation collaboration, and the 
process by which the members of the collaboration can work towards the blueprint goal 
and objectives. 
 
1. The members will promote shared actions—many partners will be needed for the 

blueprint to succeed, and the members should invite participation. 
 
2. The members will invite agencies willing to invest significant efforts and resources 

toward implementing blueprint strategies. 
 
3. The members will work to build channels and strategies that integrate national, State, 

and local initiatives and roles. 
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4. The members will seek to include others at national, State, and local levels to achieve 
the blueprint objectives through public/private partnerships. 

 
Member Roles and Responsibilities 
 
1. Within its own organization, each member will work to develop the commitment and 

resources required to support selected blueprint strategies. 
 
2. Together, the members will, within the limits of their authority, develop a coordinated 

implementation plan.  
 
3. The members will seek to partner with key stakeholders to achieve goals and 

objectives. 
 
4. The members will work to provide leadership to identify resources that are 

commensurate with a realistic and achievable dissemination effort. 
 
5. The members will make every effort to evaluate their own efforts towards building 

and maintaining the collaboration, achieving the blueprint’s goal and objectives, and 
publicizing the successes. 
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Glossaryi 
 
Behavioral/counseling interventions.  Refers to intervention strategies that are designed 
to increase tobacco abstinence rates due to psychological or social support mechanisms.   
 
Clinician.  A professional directly providing services.  This includes, but is not limited 
to, physicians, nurses, psychologists, physical, occupational, and respiratory therapists, 
substance abuse counselors, social workers, and other allied health professionals. 
 
Concept mapping.  Concept mapping is an integrative mixed methods approach to 
developing a conceptual framework for a specific topic.  Over the Web, participants 
brainstorm ideas to a specific focus and subsequently sort and rate them on one or more 
predefined dimensions (e.g., importance, feasibility).  These data are analyzed with a 
sequence of multivariate statistical methods, the most prominent of which are 
multidimensional scaling and hierarchical cluster analysis.  Participants interpret the 
results in a structured facilitated group meeting. 
 
Diffusion.  A passive, unplanned spread of new ideas. 
 
Dissemination.  A planned and active approach to the diffusion of new ideas. 
 
Effective mass media campaign.  Paid counteradvertising campaigns that utilize 
messages developed through formative research and are sufficient in reach, frequency, 
and duration (6 months or longer). 
 
Effective telephone support.  A comprehensive pro-active telephone program that is 
accessible to the population and includes the provision of patient cessation materials. 
 
Evidence-based.  The process of systematically finding, appraising, and using 
contemporaneous research findings as the foundation for clinical and community 
treatments and programs.  Evidence-based in this document refers to recommendations in 
the two DHHS guidelines. 
 
Health care purchaser.  A corporation, company, Government agency, or other 
consortium that purchases health care benefits for a group of individuals. 
 
Health care systems.  This includes, but is not limited to, clinics, hospitals, health care 
purchasers, community health programs, substance abuse treatment programs, and mental 
health delivery systems. 
 
Implementation.  Putting the ideas that are diffused and disseminated into practice. 
 
Mass media campaigns.  Multicomponent interventions which include long duration 
educational efforts using broadcast and print media for brief, recurring messages to 
inform and to motivate tobacco users to quit.  
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Proactive telephone support (quitlines).  Treatment initiated by a clinician who 
telephones and counsels the patient over the telephone. 
 
Reminder system.  System efforts (such as expanded vital signs, chart stickers) to 
identify tobacco-using patients, to prompt clinicians to discuss tobacco use with patients, 
to advise patients to quit, or to assist patients with a quit attempt. 
 
Serious quit attempt.  Quitting for 24 hours or more. 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                          

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
i More expansive glossaries can be found in Treating Tobacco Use and Dependence and Strategies for 
Reducing Exposure to Environmental Tobacco Smoke, Increasing Tobacco-Use Cessation, and Reducing 
Initiation in Communities and Health-Care Systems, the guidelines upon which this blueprint is based. 
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	Objective 2: Increase the proportion of health care delivery systems that make evidence-based tobacco dependence treatments delivered through multiple formats (individual, group, telephone-based counseling) readily available.
	
	
	Objective 3: Increase to 85 percent the proportion of the U.S. population having access to effective� telephone support (quitlines) for tobacco cessation.



	Evaluation
	Rationale
	Guiding Principles
	Guiding Principles
	Member Roles and Responsibilities
	References
	Glossary


